Abstract. Introduction: despite large and widely accepted research on effectiveness, most of psychotherapy research has been done with adults; few studies have been published on the process of adolescent psychotherapy, due to the complexity of the subject and the absence of instruments sensitive enough to empirically capture its nuances. Within psychoanalytic framework, a developmental approach is particularly helpful in the psychotherapy of adolescents. Objective: the purpose of this study was to investigate the typical features of Italian Adolescence Psychodynamic Psychotherapy and its similarities and differences with other adolescence psychotherapeutic approaches; We also aimed at analyzing typical therapists' responses to adolescent patients. Method: 50 italian adolescence psychotherapists filled a brief questionnaire about their clinical expertise, completed the Adolescent Psychotherapy Q -Set (APQ) and the Therapist Response Questionnaire (TRQ) in order to describe their "actual" practice with adolescents. Results: therapeutic process is characterized by a priority to helping adolescent make sense of his own experience, it focuses on present relationships and emotions rather than on past. Strong similarities with Mentalization Based Therapy, mild and no correlations with CognitiveBehavioral Therapy and Classical Psychoanalysis respectively were found; towards adolescents therapists generaly display positive and protective countertransference responses. They less frequenlty show negative responses as overprotection, hostility or feeling of overwhelming. Conclusions: APQ and TRQ can provide meaningfull information about adolescent psychotherapy process. Instruments' improvement (i.e. reviewd items for APQ) and future perspectives are also discussed.
Research on evidence-based practice shows a widely accepted, significant and large positive effect of psychotherapy (American Psychological Association, 2013) . Psychoanalysis and psychoanalytic psychotherapy have proven effective (Town, Diener, Abbass, Leichsenring, Driessen, & Rabung, 2012) , as widely discussed in two recent volumes: Psychodynamic Psychotherapy Research (Levi, Ablon, Ka chele, 2011) and Handbook of Evidence Based Psychodynamic Psychotherapy (Levi, & Ablon 2009 ). However, the link between the aims of psychoanalysis and the patients' changes is still unclear. For example, from a relational point of view, we need to understand how to get from "My therapist and I are bonding" to "my marriage, my anxiety, and tics are better" (Kadzin, 2007, p. 8) . Moreover, the connection between science and the practice of psychotherapy is still "a tenuous one, at best" (Castonguay, & Muran, 2015 ; p. 1): clinicians are not substantially or primarily guided by empirical findings in their clinical practice (Safran, Abreu, Ogilvie, & DeMaria, 2011) and research is viewed by many clinicians as both irrelevant and alien to their routine work (Castonguay, Locke, & Hayes, 2011) .
While the field of research on effectiveness is large and widely accepted, it has mostly involved adults; few studies have focused on the process of adolescent psychotherapy and empirical research on adolescent psychotherapy is still sparse (Kadzin, 2004) . Although there is now a considerable body of research assessing the effectiveness of various psychotherapies addressing adolescents presenting a wide range of disorders (e.g. Fonagy et al., 2002) , few studies attempt to link specific processes to outcomes in relation to particular modalities of treatment (Bychkova, Hillman, Midgley, & Schneider, 2011) . Interestingly, within the 19 manualized psychodynamic treatments reported in Levi and colleagues' work (2011) , including Brief Relational Psychotherapy (Safran, & Muran, 2000) and Mentalization Based Treatment for Borderline Personality Disorder (Bateman, & Fonagy, 2006) , a specific focus on adolescent patients is still missing. This may be due to the inherent complexity of the subject, and, correspondingly, to the absence of research instruments sensitive and comprehensive enough to empirically capture its nuances (McLeod, & Weisz, 2005; Bambery, Porcelli, & Ablon, 2007) .
Therapeutic alliance is a good example (Hilsenroth, Cromer, & Ackerman, 2012; Safran, & Muran 2000) . The role of alliance in predicting treatment outcome is robust and long established in adult psychotherapy, but research on the therapeutic alliance with adolescents is scarce (Zack, Castonguay, Cosvell, MacAleavey, Adelman, & Kraus, 2015) . Moreover, adolescent psychotherapists face the challenge of building and/or repairing alliances not only with the adolescent, but also with his/her parents and environment, making it far more complex for researchers to capture its influence on the outcome (Creed, & Kendall, 2005; Shirk, & Karver, 2011) .
The same applies to countertransference (Fauth, 2006) . According to Gabbard (1995) , countertransference is an emerging common ground for psychotherapists with diverse theoretical backgrounds. The distinctive features of the therapist and the therapeutic relationship play a decisive role in the therapeutic process and outcome: research on how therapists manage countertransference reactions shows that overlooking them might jeopardise the treatment (Gelso & Hayes, 2007) . In comparison to the work with adults, interactions with adolescents and their families bring up particularly complex feelings, which, if unrecognized, can significantly influence the clinician's behaviour in unpredictable and potentially counter-therapeutic ways (Rasic, 2010) : moreover, adolescents typically elicit very intense countertransference responses (Sarles, 1998) . Despite the clinical relevance of countertransference in adolescent psychotherapy, research studies in this field usually focus on emotional responses to specific clinical populations (i.e. personality disorders, eating disorders) rather than on age groups. Research on adolescent countertransference has been relatively neglected (Brandell, 1992; Showalter, 1985) .
Italian Adolescent Psychoanalytic Psychotherapy (IAPP). Adolescent psychoanalytic psychotherapy understands change in terms of development, rather than healing. S. Freud (1905) never spoke about adolescence, while focusing on childhood and puberty. Psychoanalytic thinking on adolescence as a specific developmental phase started with A. Freud (1936) and her work on defence mechanisms; followed by Winnicott (1984) and his understanding of independence and autonomy at the core of this period of life. Blos (1962) described the different phases of adolescence and finally Erikson (1968) , focused on the dialectic between identity and role confusion.
Italian Adolescent Psychoanalytic Psychotherapy (IAPP) follows a psychoanalytic tradition, which, in Italy, has combined developmental elements. The influential work of Tommaso Senise and his "brief psychotherapy of individuation" targets the distinctive features of adolescence, and adolescents' developmental need for self-definition and social role (Aliprandi, Pelanda, & Senise 1990) . Arnaldo Novelletto underlined developmental symbolic meanings of symptoms and disruptive behaviours during adolescence (1986).
IAPP's focus on developmental needs overcomes a strictly medical approach, as psychopathology is considered first and foremost the result of maladaptation between the young person and his or her family and social environment (Cicchetti, & Cohen, 2000; Maggiolini, 2009) . Family members are routinely involved in treatment (Maggiolini, & Pietropolli Charmet, 2004) .
Developmental tasks (Havighurst, 1953) facing adolescents include achieving new and more mature relations with others, achieving a masculine or feminine social role, accepting one's physique, achieving emotional independence, preparing for couple relationships and family life, preparing for an economic career, acquiring a set of values and achieving socially responsible behaviour. Maladaptation and breakdown emerge when developmental needs are unmet. The main goal of IAPP is to help the adolescent and his or her environment get a better adaptation and overcome obstacles hampering development, following a psychoanalytic assessment (Lancini 2010; Pietropolli Charmet, Bignamini, Comazzi 2010) . Tecniques include (Maggiolini 2009; Pietropolli Charmet, Bignamini e Comazzi 2010) : the involvement of family members, as adaptive outcome may equally result out of a change on the adolescent's side, his family, or both; creativity and flexibility, in a combination between psychoanalytic, CBT and other treatment techniques; a decision-making and goal-oriented approach; and a focus on the present and the future, rather than the past, both in the understanding and the treatment of the presenting problems. So far, no studies in Italy have been aimed at linking psychotherapeutic clini-cal expertise to empirical research. Thus, it seems useful to empirically identify if IAPP's theoretical perspective is actually grounded in one or more pragmatic prototypical models of intervention.
The role of Adolescent Psychotherapy Q-Set in Adolescent Psychotherapy Research. Adolescent Psychotherapy Q-Set (APQ; Bychkova, Hillman, Midgley, & Schneider, 2011; Bambery, Porcerelli, & Ablon, 2007; Calderon, Midgley, Schneider, & Target, 2013) responds to the need to focus on adolescent psychotherapy research. It is the version for adolescents of the Psychotherapy Process Q-Set (PQS; Jones, 2000) , a widely adopted instrument in process research that has played the most relevant and innovative role in linking psychoanalysis with empirical research (Ablon et al., 2011) . APQ may help to fill the gap in knowledge about change mechanisms in psychotherapy with adolescents, linking adolescent psychoanalysis and empirical research. First, future studies may describe a prototype of adolescent psychotherapy (i.e. psychotherapy in general) and/or a specific approach (e.g. Mentalization Based Therapy) applied to adolescent patients. Second, in single case studies a specific and real treatment may be compared to these prototypes.
APQ specifically measures psychotherapeutic process with adolescents in particular the analysis of unique and dyadic interaction structures between the therapist and the adolescent patient may have multiple implications in clinical practice and research, and thus fill an existing gap in processoutcome research regarding this population, where in the past single-case studies were mostly anecdotal reports. Despite frequent recommendations, Kazdin (2004) stated that the question of how or why therapy works continues to receive limited attention in youth psychotherapy research. The APQ may be well suited for this task.
Aims and Hypotheses. The purpose of this study was first to investigate, in a standardised language, the typical features of IAPP and its similarities and differences with other adolescent psychotherapeutic approaches. Second, we aimed to identify therapeutic styles within IAPP. Third, to analyse the typical responses of psychotherapists to their adolescent patients. In order to accomplish this purpose, 49 Italian adolescent psychotherapists filled in a brief questionnaire about their clinical expertise, completed the Adolescent Psychotherapy Q-Set (APQ) and the Therapist Response Questionnaire (TRQ) to describe an ideally conducted therapy and a typical emotional response to adolescent patients. In other words, the purpose of this study was to investigate what should ideally go on in clinical practice with adolescents from the theoretical vantage point of view of Italian expert clinicians.
(1) We expected the IAPP prototype to share both PA, CBT and MBT features. In other words, the majority of IAPP most characteristic features were expected to be an integration between different theoretical perspectives. IAPP is indeed rooted in psychoanalytic theory, nevertheless the attention on decision-making processes and the active role of the therapist make it also similar to the cognitive-behavioural perspective.
(2) We expected two different therapeutic prototypes within IAPP, as the therapists stated to be mainly informed by two distinct theoretical backgrounds (developmental/psychoanaltic). Furthermore we expected the two prototypes to be consistent with the perspective declared by therapists. (3) We expected to find positive emotional responses to the adolescent patient, differently from the usually reported conflictual or very intense ones (Rasic, 2010; Searles, 1998) . This is because the IAPP perspective sees adolescents in their developmental path facing specific tasks rather than engaged in an endless conflict with the adult world, and sees the therapist as an "expert travel companion" (Pellizzari, 2003) .
Measures
Adolescent Psychotherapy Q-Set (Calderon, Midgley, Schneider, & Target, 2013) : the 100 items of the APQ provide a basic language for the description and classification of therapy processes in adolescent psychotherapy treatments. APQ provides an approach with a descriptive, transtheoretical and non-slang language that allows researchers to describe different theoretical orientations. The APQ is neutral with respect to any particular theory of psychotherapy, and permits the portrayal of a wide range of events, interventions, and processes in the psychotherapy process. Three types of items compose APQ: (1) items describing patient's emotional states, attitude, behaviour or experience; (2) items reflecting the therapist's actions and attitudes; and (3) items attempting to capture the nature of the interaction of the dyad, or the climate or atmosphere of the encounter. Each item describes an aspect of psychotherapeutic process in terms of linguistic and behavioural cues, the presence or absence of which can be objectively observed. Following the Q-Sort methodology, APQ raters assign a fixed number of cards (items) to each category (from the most characteristic to the most uncharacteristic; see Table 1) .
APQ was similarly used in a study carried out at the Anna Freud Centre (Bychkova et al., 2011) , in order to obtain a description of prototypical aspects of different therapeutic approaches: Psychotherapy in general (P), Psychodynamic Psychotherapy (PdP), Psychoanalysis (PA), Cognitive-Behavioural Therapy (CBT), Mentalization-Based Therapy (MBT) and Interpersonal Therapy (IT).
Therapist Response Questionnaire (Betan, Heim, Zittel, & Westen, 2005; Zittel, & Westen, 2003) : TRQ is a clinician-report instrument designed to assess countertransference patterns in psychotherapy. It consists of 79 items measuring a wide range of cognitive, affective and behavioural responses of the therapists towards their patients. The items assess a range of responses, from simple contents to complex constructs such as projective identification. Clinicians assess each item out of a 5-point Likert scale, ranging from 1 (not true) to 5 (very true). The questionnaire comprises eight countertransference dimensions:
1) Criticized/Mistreated; 2) Helpless/Inadequate; 3) Positive/Satisfying; 4) Parental/Protective; 5) Overwhelmed/Disorganized; 6) Special/Overinvolved; 7) Sexualized; 8) Disengaged.
TRQ was employed in an Italian study aimed at identifying prototypical responses of the therapist towards patients with specific personality disorders (Colli, Tanzilli, Dimaggio, & Lingiardi, 2014 ) and in particular with narcissistic patients (Tanzilli, Colli, Muzi, & Lingiardi, 2015) . A recent study involving the use of TRQ targeted young people in a mental health setting to investigate the relation between the emotional responses of the therapists and patient drop-outs (Torres, & Ribeiro, 2012 ). An adolescent version is under validation (Countertransference Questionnaire for Adolescents -CQA; Satir, Thompson-Brenner, Boisseau, & Cristafulli, 2009 ).
Procedure
Two authors of the present work have interviewed the therapists (using a brief questionnaire on demographic information and details of their professional practice and qualifications) and provided a guide to the Q-sort methodology. Therapists were asked to use the list of APQ items to rate their ideally conducted therapeutic practice from their theoretical vantage point. To make the APQ sort more manageable, it was divided into two phases: in the first phase, participants assigned an initial rating (Characteristic -Neutral -Uncharacteristic), and in the second, participants revised their ratings until all items were in line with the required Q-sort distribution. The sort was completed by assigning items a rating using a 9-point scale ranging from 1 (extremely uncharacteristic of my clinical practice) to 9 (extremely characteristic of my clinical practice) until they were appropriately distributed. The experts were given the opportunity to provide qualitative feedback on the items, as well as on items they would add to the instrument.
In previous works using PQS to capture an "ideal prototype" from the theoretical vantage points of seasoned clinicians, traditional Q-methodology was modified and raters were asked to rate each item of the manual on a likert scale (i.e from -4 to +4, see Goodman, Midgley, & Schneider, 2015) . However, in the present study raters placed items following APQ fixed distribution, similar to a normal distribution that characterizes both the high and low ends of a construct. We calculated a raters agreement based on the percentage of cases the 49 therapists agreed upon in relation to item sorting: "characteristic" (pile 6, 7, 8, 9), "uncharacteristic" and "neutral or unimportant" (pile 5). The mean agreement was 61.4% (Range of agreement: 40.8% for item 7 "Young person in anxious or tense" and item 88 "Young person fluctuates between strong emotional states during the session" -98.0% for item 89 "Therapist makes definite statements about what is going on in the young person's mind"). We also calculated an intraclass correlation between therapists to establish interrater reliability (ICC = .895; range: .861-.923). Finally, the therapists described, by answering TRQ items, their typical countertransference reaction to adolescent patients, in comparison to children, couples or adult patients.
Data Analyses
SPSS 20 for Windows (IBM, Armonk, NY) was used to conduct all of the analyses. Means and modes were calculated in order to describe the prototypical aspects of IAPP and the typical countertransference reactions. We applied Q-factor analysis (Block, 1978) to empirically identify naturally occurring therapeutic styles or countertransference pattern groupings -that is, groups of therapists with attitudes, techniques or emotional responses to adolescent patients similar to one another and distinct from those of therapists in other groupings. The computational algorithms were identical to those of conventional factor analysis but were ap-plied to cases rather than variables. In our study, Qfactor analysis identifies groups of similar therapists who share a common therapeutic approach. Spearman's rank correlations were used to investigate the overlap between identified therapeutic styles, while the Mann Whitney U test was used to investigate specific differences between them.
Participants
A sample of Italian adolescent psychotherapists was recruited during the biannual meeting of AGIPPsA (Association of Italian Adolescent Psychodynamic Psychotherapy Groups). Out of the 150 clinicians contacted and willing to participate, 49 were selected: 28.6% males (n = 14) and 71.4% females (n = 35). All clinicians were selected because of their nationally recognized expertise in adolescent psychoanalytic psychotherapy. They are authors of published papers and manuals about adolescence and psychoanalytic therapy, most of them supervise and teach students undergoing psychotherapy postgraduation training. Regarding the credentials of the 49 expert clinicians, all were practicing therapists who had many years of clinical experience (M = 17.25, SD = 11.89; see Table 2 ) working with young people manifesting problems such as suicidality and self-harming behaviour (59.2% of the sample), eating disorders (53.1%), acute social withdrawal (Hikikomori, 46.9%), learning problems (26.5%), substance and internet addiction (16.4%). As adolescent psychodynamic psychotherapy in Italy combines psychoanalytic and developmental elements, we asked the clinicians to specify whether they defined themselves as more "developmentally oriented" (67.3%) or "psychoanalytically oriented" (32.7%). 
Results
The first aim of the study was to describe IAPP. Tables 3 and 4 show the 13 most characteristic and the 13 most uncharacteristic APQ items, selected by a mode-mean criterion. We first used mode to see which APQ category best describes the most distinctive items; items with the same mode were then sorted by mean. Thirteen is the number of items that fall within the first (extremely un/characteristic; n = 5) and the second (quite un/characteristic; n = 8) category of APQ fixed distribution. IAPP's features focus on making sense of the adolescent's experience (APQ9), an empathic and non-judgmental attitude (APQ18) and a specific interest in the here and the now, in terms of emotional states, inner experience and interpersonal exchange (APQ63, APQ96, APQ97). Concerning the most uncharacteristic items, IAPP therapists refuse an authoritarian definition of the adolescent's inner states (APQ89), and bear in mind the importance of therapeutic alliance (APQ16, APQ14, APQ1). They try to avoid interpersonal schemas where a competitive motivational system prevails (APQ5, APQ42). Finally, they rarely rely on self-disclosure (APQ21), clarification on their techniques' rationale (APQ57) and active guidance (APQ 27). The second aim of this study was to investigate the similarities and differences between IAPP and other adolescent psychotherapeutic approaches. As there are currently no established prototypes for the final version of the APQ used in this study (Calderon et A close look at the most/least salient items in the typical practice of PA and IAPP revealed that the main similarities between the two approaches were the following: both types of therapists try to make sense of the adolescents' experiences (APQ9), attend to emotional experience (APQ96; APQ97) and express an empathic attitude towards the adolescents' subjective point of view (APQ18). However, AIPP therapists are active, especially in suggesting new points of view and meanings (APQ68; APQ63), and they focus on present relationships with significant others, while PA therapists tend to focus on the therapeutic relationships (APQ98) and unconscious feelings and desires (APQ50) and use transfer interpretation (APQ100).
The main similarities between IAPP and CBT involve the use of clarification and reformulation techniques and the identification of patterns in the adolescent's behaviour (APQ65, APQ62). CBT therapists are more problem-solving oriented, frequently challenge the patients' cognitive schemas and views and explicitly guide them towards new behaviours (APQ82; APQ99; APQ71; APQ85).
Finally, the comparison between MBT and IAPP show similarities in the non-judgemental attitude (APQ18), and the specific focus on emotions, thoughts and feelings underpinning one's and the other's behaviour (APQ97; APQ96). However, MBT therapists focus on internal states and on enhancing reflective functions (APQ69, APQ60), while IAPP therapists' focus is on meanings.
Identifying prototypical approaches in IAPP
The last research question about IAPP characteristics aimed to identify specific therapeutic styles within the same approach. We applied a Q-factor analysis to identify groups of similar therapists who Square = 15.527; p = 0.000). We called the first factor "Developmental Psychotherapy" (DP) and the second factor "Psychoanalytic Psychotherapy" (PP). A Spearman's Rho correlation was performed and we found a mild correlation between the 2 q-factors (Rho = 0.719, p = 0.000). This finding suggests that the two prototypes are similar but not identical. Finally, we performed Mann-Whitney U tests in order to compare the most characteristic and uncharacteristic features of both styles (see tables 5 and 6). The "Developmental Psychotherapy" style seems more aligned with a pragmatic decision-making and goal oriented perspective and focuses on identifying dysfunctional relational and emotional cyclical dynamics (APQ62: U = 151.00, p = 0.007; APQ63: U = 169.00, p = 0.018). The psychotherapist is more active here and feels the adolescent is collaborative and cooperative, rather than defensive (APQ87: U = 113.5, p = 0.000; APQ1: U = 146.50, p = 0.005; APQ44: U =132.00, p = 0.002; APQ16: U = 168.00, p = 0.017). The "Psychoanalytic Psychotherapy" style is aimed at promoting new insights: the therapist frequently asks for more elaboration in order to help the adolescent in the psychoanalytic "working through" (APQ31: U = 146.50, p = 0.005) and may feel the patient is challenging and difficult to manage (APQ20: U = 112.50, p = 0.000).
Psychotherapists generally reported protective (TQR factor "Parental/Protective") and positive (TRQ factor "Positive/Satisfying") countertransference responses. Feelings of being "not good enough" as therapist (TRQ factor "Helpless/Inadequate") may occur. Therapists less frequently show negative responses, such as overprotection (TRQ factor "Special/Overinvolved"), hostility (TRQ factor "Hostile/Mistreated") or detachment (TRQ Factor "Disengaged"). Feelings of overwhelmed and sexualized responses were not reported by the therapists (see Table 9). We applied Q-factor analysis to identify different pattern of countertransference responses. The scree plot and percentage of variance accounted for were both used to determine the number of factors to rotate, indicating a three-factor solution. Analyses with an Oblimin rotation were then conducted. The three-factor solution accounted for 45.9% of the variance. We called the first countertransference typical response "Positive/Engaged" pattern: it implies, in addition to the common features, feeling engaged in the therapy and talking to colleagues about adolescent patients more often (TRQ73). Working with young people is considered fruitful, rewarding and interesting (TRQ 53, TRQ 65, TRQ 74) . Guilt (TRQ 24) or negative-distressed responses rarely occur. The second typical response, which we called "Avoidant/Disengaged", implies feeling very frustrated (TRQ 22) and angry (TRQ15) and unable to fully engage in the therapy (TRQ9): the therapist moreover explicitly avoids self-disclosure (TRQ13, TRQ32). Finally, the third typical response, what we called the "Compassionate" pattern, implies feeling emphatic and sad about the adolescent's suffering (TRQ18, TRQ4), with the therapist trying to repair and compensate the "damage" caused by the environment (TRQ21, TRQ24).
Discussion
The present study is a first attempt to apply a research methodology widely used in literature to adolescent psychodynamic psychotherapy in Italy. First, APQ defined IAPP in a standardized manner: IAPP therapists help adolescents make sense of their own experience, focus on present relationships and emotions rather than on the past, discuss what is happening in their lives rather than in the therapeutic relationship, do not confront adolescents in a non-empathic manner and do not let therapeutic alliance disrupt without trying to repair it.
The therapists involved, while confirming that the instrument is sensitive enough to capture the main aspects of their clinical practice, added a few suggestions about possible improvements. In line with their background and clinical practice, therapists suggested items related to the work with adolescents' parents and their "enlarged psychic space" (Jeammet 1980) . In their opinion, additional items could also concern the theme of future (e.g. "Future is a focus of the session", or "The therapist encourages the adolescent to think about his/her future") and assertiveness (e.g. "The adolescent feels empowered"; "The therapist encourages the young person to take an active role in his or her life").
We compared IAPP to other approaches. The results are in line with what was expected (hypothesis 1). IAPP combines both psychodynamic and cognitive-behavioural elements and it aims to identify dysfunctional patterns which prevent the adolescent from achieving his/her developmental tasks (Havinghurst, 1972) , rather than at enhancing reflective functions or promoting a positive therapeutic relationship in itself (Lancini, 2010; Maggiolini, 2009 Maggiolini, , 2012 Maggiolini, , 2014 Maggiolini, & Pietropolli Charmet, 2004) . Therefore, IAPP differs from psychoanalysis (as described by Greenspan in 1997) and the Mentalization-based model (as conceptualized by Allen, Fonagy and Bateman in 2008) . Similarities with CBT reflect a common goal-oriented and decision-making approach.
We also identified two different therapeutic styles, in line with hypothesis 2. The first is pragmatic and goal oriented, it works on cyclical psychodynamics, interpersonal problems and affective regulation. Psychotherapists are active and decision-making oriented and adolescents are seen as typically engaged with clinicians in the therapeutic process (Maggiolini, 2009) . The second style primarily aims to promote new insights: the therapist frequently asks for more elaboration in order to help the adolescent in the psychoanalytic "working through" and may feel the patient is challenging and difficult to manage (Aliprandi et al., 1990) . This finding indicates that with APQ it is possible to identify different therapeutic attitudes within a sample of expert clinicians, which share highly similar conceptualization of the practice of psychotherapy (Levy, Ablon, Ka chele, 2011).
We then focused on countertransference, through the Therapist Response Questionnaire. Westen and Gabbard (2002) suggest that patients with specific personality patterns tend to elicit certain foreseeable countertransference reactions. IAPP therapists tend to have positive, parental and supportive countertransference reactions in their work with adolescent patients, in line with hypothesis 3. Even though the clinical literature often describes feelings toward adolescents as "complex" and "very intense" (Sarles, 1994; Rasic, 2010) , our results are in line with the most recent views of countertransference as a bipersonal experience of involvement of the therapist and patient (Safran, 2012 ). IAPP's view of the adolescent as facing difficult developmental tasks and maladapted, rather than impulse-driven, in turmoil and manifesting sexual or aggressive conflicts, results in a "role responsiveness" on the therapist's side (Sandler, 1976) thus explaining a benign, engaged and parental countertransference.
Conclusion
The study presents limits and perspectives. First, the sample is not representative of all the psychotherapists who may fall within the IAPP approach. We aim to extend the research to the majority of colleagues belonging to AGIPPsA. A further limit involves the procedure: we asked our sample to think about a "prototypical" adolescent psycho-therapy, rather than a specific patient.
The main methodological limitation of this study is in the choice of a "forced distribution". Despite the approximate fixed normal distribution of this Q-Methodology rating system ensures multiple evaluation of items and a ttenuates response set biases (e.g. halo-effects) often present with Likerttype methodology, it also requires formal training and reaching inter-rater reliability. To ensure a proper use of the instrument and reliable and valid results, this study should be replicated modifying Q-methodology and asking raters to rate each item in the manual on a Likert scale, from -4 to +4 (see Goodman, Midgley, & Schneider, 2015; Leichsenring et al., 2015) .
Future studies may target therapists specialised in the treatment of adolescents with diverse problems, such as young offenders, hikikomori (acute social withdrawal), youths with eating disorders. We might find diverse results.
A further perspective is to compare an "ideal" psychotherapeutic approach with what actually happens during the session, by applying APQ to the verbatim transcripts of the session as in single case studies (Ablon, & Jones 2002 ). The present study aimed to capture what expert therapists think they are doing and how they conceptualize their work. As Jones and Pulos (1993) found out, what therapists think is leading to a positive outcome based on their theoretical perspective could not be associated with what is typical of that particular modality or with what empirical research points out as effective in that therapeutic approach. The AQP is developed instead to describe the unique, ideographic, and idiosyncratic interaction between a single therapist-patient dyad.
This study is an attempt to link empirical research and psychoanalytic theory of techniques in adolescence psychotherapy. We know that whether a specific technique is effective or not depends upon a number of factors involving the single patient (e.g. interpersonal style, personality pathology, defensive functioning). From our viewpoint, the life cycle phase the patient is facing should be included in those factors. It is still unclear whether techniques which are proven effective with adult patients (see Blagys, Hilsenroth, 2000) , are useful in the psychotherapy of adolescent patients. For instance, in our findings, defense analysis was not central, despite the fact that studies targeting adult patients and using PQS showed its relevance (PQS item 36: "the therapist points out patient's use of defensive maneuvers"; Lingiardi, 2013) . APQ can be considered an important reference for a better undestanding of which techniques and interventions can be implemented by adolescence psychotherapists to deal with the difficulties of their particular patients in an effective way.
The main limit regarding the use of the Therapist Response Questionnaire is that it was not specifically designed for adolescent patients. Therefore, items regarding attitudes and emotional responses on the therapist's side are often informed by a longterm adult psychotherapy model and were difficult to apply to our sample. We were aware of such shortcomings, which were not easy to overcome, given the lack of validated countertransference instruments sensitive to age differences. Indeed, the TRQ-Adolescent Version (CQA; Satir et al., 2009) has only been used in a single study, with the specific target of young people with eating disorders.
